The major challenges in survivors following myocardial infarction (MI) are to prevent the subsequent coronary events for the achievement of a better quality of physical and psycho-sexual wellbeing. Issues pertaining to resumption of sexual activity, quitting smoking and psycho-social wellbeing are addressed as an integral part of the cardiac rehabilitation programme.
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KNOWLEDGE, ATTITUDE AND PRACTICE ON PHYSICAL AND PSYCHO-SEXUAL WELL BEING IN A COHORT OF POST MI PATENTS IN A SRI LANKAN TERTIARY CARE CARDIAC CENTER Introduction
Coronary artery disease (CAD) is one of the major causes of mortality and morbidity in Sri Lanka. The reported prevalence of CAD 1 in Sri Lankan adults is 9.3% . This includes a spectrum of diseases, varying from stable angina, unstable angina, myocardial infarction (MI) and sudden cardiac death. Out of these diseases, MI is a commonly d i s c u s s e d t o p i c a m o n g t h e n o r m a l population. The major challenges in those who survive following myocardial infarction are to prevent the subsequent coronary events, to achieve a better quality of physical and mental wellbeing. In this background secondary prevention is a crucial aspect of the contemporary post MI care of a patient with CAD.
Cardiac rehabilitation or secondary prevention strategies are recognized as integral to the comprehensive post MI care of patients with CAD. It is also suggested as a valuable and effective (Class I) tool by the American Heart Association and the American College of Cardiology in the 2 treatment of patients with CAD .
Cardiac rehabilitation should be commenced as soon as possible following hospital admission and before discharge from the 3 hospital . However, in Sri Lanka, the effectiveness of cardiac rehabilitation programs, which are currently in practice, were not evaluated up to now.
Therefore, this study was designed to explore the knowledge, attitude and practice with respect to post MI care among our patients.
The study expands into different arms with special interest to the state of physical activity, psycho-sexual aspect and health related quality of life. Therefore, the above mentioned aspects were explored in this study aiming to formulate a better rehabilitation programme for post MI patients in local health setting.
Methodology Study design
A cross-sectional observational study was conducted at Cardiology unit, Teaching Hospital Kandy in 2015 among a cohort of post MI patients.
Setting and sample
Post-MI patients with a history of a coronary event within 0.5 to 5 years were recruited from the cardiology outpatient clinics.
Patients who were brought from prisons, those with diagnosed psychiatric illnesses and those who had difficulty in conversing due to aggravated medical conditions were excluded. Each component has a score from 0 to 100, in which 0 corresponds to the worst general health status and 100 corresponds to the best health status.
Demographic and clinical characteristics
Data analysis
Descriptive statistics were conducted for demographic and clinical data. SPSS version 17.0 was used for data entry and analysis. A p value of < 0.05 or 95% confidence limit was considered as significant.
Ethical consideration
The study protocol was approved by the Research and Ethical Review Committee, General Hospital (Teaching) Kandy. Informed written consent was obtained from each participant.
Results
Demographic characteristics
A total of 103 patients were assessed. Mean age of the sample was 58±9 years. Age distribution of the study sample is shown in Figure 01 . There were 81% males and 19% females. Observed variables of other vascular risk factors in the study sample are illustrated in Table 01 . A description of socio-demographic characteristics of the study sample is given in Table 02 . 
P h y s i c a l a c t i v i t y ( E x e r c i s e commencement) among the post MI Patients
A majority (76%) had the impression that they can engage in exercise following MI, but 37% were unaware about the time of commencement, while only 42% had started exercise after one month following hospital discharge. Awareness of the advantages of post MI exercise was observed in 78%. However 85% were unaware about adjusting their exercise programme by themselves (Table 03 ). In the study sample the majority (84%) had no anxiety. However, 2% had anxiety and 14% had borderline anxiety ( Figure 03 ) and prevalence of anxiety or borderline anxiety did not have any gender difference (p=0.397). Prevalence of depression was not associated with marital state (p=0.9), monthly income below 20000(LKR) (p=0.653) or educational level less than ordinary level (p=0.599).
Figure 03. The distribution of anxiety among the study sample
Mal-adjustments of sexual life among the study group
Majority (66%) had sexual activity within 12 months prior to the major cardiac event. However only 53% had sexual activity since having the MI and out of them 53% had less frequency, 14% had the same frequency and 1% had increased frequency of engaging in sexual activity while 32% refused to answer.
No anxiety(84%)
Borderline anxiety(14%)
Anxiety(2%)
Observed variation of the frequency of sexual intercourse among the study group is illustrated in Table 04 . Only 16% received instructions on when to resume sexual activity following MI and only 7% had discussed about sexual activity with their physician, while no females were included in this group.
Smoking status in post MI period
Of the male patients, 62% engaged in smoking during their lifetime. Mean duration of cigarettes smoking was 20±12 years with the mean number of cigarettes per day being 11±10. None of the females were engaged in active smoking. Majority (96%) of subjects appreciated that smoking was harmful. Out of the patients who continued smoking until their last coronary event, 93% tried to quit the habit following MI and 86% received help from the medical staff on that. However, only 82% were able to succeed while 18% continued to smoke. 
Health-related quality of life
Health related quality of life (HRQoL) was assessed using Short Survey (SF-36) questionnaire. Responses to each question were scored and summed according to a standard scoring protocol. The score ranged from 0-100, where 0 denoted poor HRQoL and 100 denoted a better HRQoL. The summations of the scores belonging to each sub category of HRQoLis shown in Table 05 . Patients who had diabetes had lower scores than non-diabetic group in all categories, w i t h s i g n i fi c a n t l y l o w e r v a l u e s i n energy/fatigue (p=0.012) and emotional wellbeing (p=0.028) categories (Table 07 ). Female and diabetic post MI patients had relatively poor HRQoL in all categories, though the differences were not statistically significant.
Discussion
Physical and psycho-sexual well-being is a sensitive and a critical aspect of post MI care with special reference to secondary preventive strategies. This study highlighted some key status quo of the post MI care in the local health community.
Commencement of exercise
Though the majority of patients had the impression that they can engage in exercise during the post MI period, many of them were unaware about the commencement and the adjustment of their exercise programme. Due to the deficiency of knowledge in primary concepts, most of them are likely to have sub-optimal exposure to physical exercise following MI. Some may still have the fear of exercise after the acute coronary event and the study highlights the importance of this fact in the post MI care delivered in local community. Even in developed countries, it has been identified t h a t a s i g n i fi c a n t d e l a y o n t h e commencement of exercise programmes in Cardiac Rehabilitation (CR) setting exists and this may have shown that delayed CR significantly impacts fitness outcomes. For every 1-day increase in CR wait time, patients were 1% less likely to improve 6 across all fitness-related measures .This highlights the necessity to implement a graded exercise programme with health education at the community level to achieve therapeutic goals in post MI physical rehabilitation.
Evaluation of anxiety and depression
The prevalence of anxiety and depression is higher in post MI population than the normal population. It has been shown in studies that, depression in hospital after MI is a significant predictor of 1-year cardiac mortality for women as well as for men, and its impact is largely independent of other 4 post-MI risk factors . This study indicates that, there is a considerable prevalence of borderline depression and anxiety among our post MI population, which needs special attention. This category of patients is an important group, since they may be benefited f r o m e a r l y n o n -p h a r m a c o l o g i c a l interventions by preventing them falling into either depression or anxiety. Addressing these issues may improve the patients' quality of life and possibly the prognosis. The findings encourage continuous evaluation of post MI patients in a regular manner to identify these risk categories in early stages of the disease. In addition to the above patients should be promptly referred to a community psychiatrist for evaluation and initiation of early psychotherapy. At the same time HADS questionnaire is also be considered as a simple and practicable tool in assessing our post MI patients in the outpatient setting.
Sexual life adjustment
Delivery of information on post MI sexual care is poor and open discussion of the issue with the physician is lacking in the study population. In an Asian country like Sri Lanka this matter is mostly culturally bound and usually an unspoken aspect of post MI care. Sexual matters especially in females will not be openly discussed in the general clinics and this may have a huge impact on their quality of life. However in western literature, some studies have shown that partnered women commonly resume sexual activity soon after an MI with fear but without direct counseling from their 7 physicians . However in our study none of the females had an active discussion with the physician on this matter. Since such sensitive information is not being discussed with our patients, especially in females with CAD such an active discussion should be initiated from the side of the physician.
This study emphasizes the requirement to implement a post MI sexual education programme in a standard manner to improve the safety and quality of life in our post MI patients, especially females.
Smoking status
Although active motivation on cessation of smoking is undertaken considerable numbers of patients still continue to smoke. This is an important aspect that should be discussed in the secondary prevention of CAD. One of the reasons for this failure may be the non-popularity of other modalities of smoking cessation strategies (i.e. nicotine replacement, bupropion, e-cigarette etc.) among primary care physicians in the local health set-up. Evidence suggest that CR programme can significantly cut-dawn the 8 amount of smokers in the post MI period . Identifying patients with difficulties in stopping smoking and referring to a specialist for proper management of smoking cessation may be necessary.
Health-related quality of life
Females as well as diabetic post MI patients have relatively poor HRQoL in all categories in the study population. It has been accepted that females generally have poor HRQoL 9 compared to male population and relatively similar findings were observed in the studied local community. Additionally South East Asian population has cultural female isolations which further worsens the poor HRQoLin the post MI period.
Diabetic patients have generally multiple complications due to the disease process which restricts the patients physical functioning as well as psycho-social wellbeing when compared to non-diabetic 10 patients . Therefore, these groups need s p e c i a l a t t e n t i o n w i t h r e s p e c t t o improvements of their HRQoL, through a well-designed cardiac rehabilitation programme.
Conclusion
This study highlights the unattended and under recognized areas in delivering post MI care in a local setting. These findings emphasize the need of implementing a high quality cardiac rehabilitation programme aiming successful secondary preventive goals and upgrading the patients quality of life. Sexual education has to be delivered to every patient in a setting where issues could be confidentially addressed. Patients with borderline depression and anxiety have to be picked up early to prevent future adverse outcomes. Women in particular those who have lower HRQoL needs early specialized attention. Smoking cessation programmes which are part of cardiac rehabilitation needs to be expanded to encourage and guide patients to quit smoking as well as to maintain abstinence. Overcoming these highlighted lapses in post MI care can be utilized to achieve a well planned highly effective and patient centered cardiac rehabilitation programme.
Limitations
It might not be possible to generalize the findings in the study to the entire Sri Lankan post MI population since this is a single center experience. However, the center receives large number of patients for cardiac care from most parts of Sri Lanka. We have used the translated version of HADS and HRQoL SF 36 questionnaire though not the validated version. Since some of the information gathered is very sensitive and confidential, some may not have revealed the true picture in some instances such as sexual activity. This is one of the major limitations that we encountered in our cultural setting.
